The symposium on management of the ulcerated limb, held at Northwick Park Hospital, Harrow, was the first of its kind between the Venous Forum ofthe Royal Society of Medicine and the Royal College of Nursing, and covered a number of important clinical issues affecting the care of patients with leg ulcers.
Each of the 15 speakers at the meeting advocated a switch to a scientifically based approach, with programmed diagnosis, early intervention, systematic treatment and follow up implemented by a well informed professional team of hospital and community doctors and nurses.
Critical evaluation of products based on hard data, not anecdotal evidence, was urged. It was suggested by Mr J Lewis that the Venous Forum could become influential in ensuring that appliances and dressings currently not prescribable on the drug tariff are made available in the community. This is crucial for consistent patient care.
Lipodermatosclerosis (LDS)
Mr K Burnand (St Thomas' Hospital, London) explained that there are three major factors in the aetiology of venous ulcers: first, superficial vein incompetence; secondly, incompetent perforators; and thirdly, post-phlebitic syndrome. Persistent venous hypertension, usually as a result of deep vein thrombosis, causes distension and elongation of the capillary loops. Molecules such as fibrinogen, which are normally intravascular, leak into the tissues. Defective fibrinolysis leads to the formation of pericapillary fibrin cuffs, which limit the diffusion of oxygen and other nutrients to the skin. The result is LDS, which Mr Burnand and others believe to be the precursor of venous ulceration. The importance of taking preventive measures to avoid venous ulceration was stressed.
Mr Burnand went on to discuss measures that can arrest progression from LDS to frank ulceration. Patients who present with pain, induration, a brown pigmentation and eczema in the gaiter area can benefit from a course of stanozolol (Stromba). This product, taken as 5 mg twice daily, stimulates fibrinolytic activity and thereby removes the fibrin cuffing which is thought to lead to venous ulceration. Below-knee graduated compression stockings are also effective, although not available in general practice. These, when combined with Stromba, have halved the healing time of LDS.
Importance ofaccurate diagnosis
Accurate diagnosis is the key to scientifically based treatment. In accordance with the need for a coordinated team approach, a medical and nursing assessment are of equal importance. Both were described by subsequent speakers. A 'commonsense' approach was described by Mr F Cockett (St Thomas' Hospital, London) in order, primarily, to make the initial and crucial distinction between arterial and venous ulcers. In an ageing population, the incidence of arterial disease will no dou bt increase. Mr Cockett warned that the presence of varicose veins does not rule out the possibility of arterial insufficiency as a cause of the ulcer.
If the patient has pigmentation in the gaiter area and dilated venules and capillaries round the heel and foot (ankle flare), then venous ulceration is most likely to occur. Absence of these two signs will also help to distinguish Marjolin's ulcers masquerading as venous ulcers, and decubitus ulcers on the malleolus. He also stated that the incompetent perforators may actually lie above or below the visibly bulging venule on the affected leg.
Examination of the back of the leg is important: short saphenous incompetence may be evident. Iliac vein or lymphatic obstruction should also be considered during examination of the thighs and abdomen.
Patients complaining of pain in the ulcerated leg either have an acute cellulitis, usually caused by Staph. aureus or anaerobic infection, or have ischaemia due to arterial involvement.
Regular measurements and serial drawings of ulcers were recommended by Mr J Dormandy (St James' Hospital, London) as an aid to scientific assessment. Mr Dormandy also suggested the use of a Doppler flow meter as a quantitative measure of arterial insufficiency.
The reliability of feeling for pedal pulse was questioned by Mr D Harper (Falkirk Royal Infirmary).
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The Royal Societyof Medicine He emphasized the importance of establishing the degree of arterial insufficiency in an ulcer of mixed arterial/venous aetiology using the resting pressure index. This ratio of ankle-brachial pressure should be the basis for deciding whether to use elevation, compression, ligation of superficial varicose veins or arterial grafting to treat the mixed aetiology ulcer.
Treatment by injections
Sclerotherapy may be indicated in patients with incompetent perforators and dilated superficial veins, those with post-phlebitic syndrome, or those with congenital arteriovenous shunts. The doctor must then decide where and how to inject into the vein. The site should be marked with the patient standing, and the injection given taking care to differentiate between a collapsed and an empty vein near the perforator.
According to Mr J Hobbs (St Mary's Hospital, London), the potential hazards of sclerotherapy are minimized if the volume of injected fluid is small and delivery fast. He stated that arterial occlusion is rare. After two or three weeks, any clots in the small treated veins can be evacuated and the bandages replaced with elastic stockings. In larger veins, fibrosis may take six weeks and bandages are often required for up to two months. As Mr Hobbs remarked, 'the most important part of sclerotherapy is the bandaging'.
Skin grafting
The approximate healing rate of an ulcer is between 0.07 and 0.36mm a day. According to Mr L Gilliland (Northwick Park Hospital) 'a successful skin graft can reduce healing time from months to weeks'. In his experience the two common arguments against grafting -reduced mobility with risk of deep vein thrombosis in the elderly, and fail ure of the donor site to heal-are not problems. At least 98% of his patients are discharged home as planned, seven weeks after admission. This includes two weeks bed rest before grafting.
One common cause of early graft failure is surgical technique. Mr Gilliland favours partial thickness grafts and has found no benefit in excising the ulcer down to the granulation bed before grafting. Infection, especially with Pseudomonas, both preand postoperatively, is a crucial factor in early graft rejection. Ulcers are colonized with a wide variety of different organisms, many of which are of little significance. In a recent Northwick Park study, only one in 8 ulcers were found to be sterile on admission. Those infected with Staph. aureus responded to bed rest and daily dry dressing, but this approach made no impact on those infected with Pseudomonas.
Other factors detrimental to graft-take success are insufficient blood supply to the wound, haematoma formation and inadequate immobilization of the affected limb.
Hazards ofsome local applications
The plethora of topical treatments available for leg ulcers is indicative of the often ad hoc approach to the problem. In his run-down of the commonest cleansing and desloughing agents, antibacterials and dressings, Dr S Goolamali, a dermatologist at Northwick Park, said there are very few which do not produce problems of sensitization, the antibacterials perhaps being the most notorious, with neomycin at the top of the list: 'between 10% and 20% ofleg ulcers treated with neomycin develop a reaction'. Fortunately many manufacturers are now omitting the preservative Parabens from creams and paste bandages because of its reputation for causing sensitivity reaction on the skin.
Sensitivity is a widespread problem. In patch test studies, Dr Goolamali found that 28out of 43 patients with eczema and leg ulceration showed a reaction to one of the common constituents of topical preparations compared with 53 out of 116 eczema-free ulcer patients.
Mr D Leaper (Southmead Hospital, Bristol) then discussed his research into the toxic effects of topical agents in the healing process. In animal tests, he found that chlorinated solutions such as eusol and chloramine delay the production of collagen and prolong the acute inflammatory response in wound healing by secondary intention. Dilute solutions of chlorhexidine and cetrimide were also found to be toxic to fibroblasts, an essential element in healing. Mr Leaper urged that the use of eusol be abandoned, and suggested that hydrogen peroxide may be a total waste of time except in cases where there are offensive wound odours.
A judicious and sparing use of chemical sloughremoving agents and antiseptics is needed. Ulcers should be cleared with a scalpel and the natural healing environment allowed to flourish. 
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